Since 1993, the Calgary REB has considered staff anesthesiologists, residents, and research assistants as a single unit, whereas in Seattle the research assistant takes the role of OR booking clerk. This permits a preadmission telephone call outlining the protocol to patients, who can decline at once or receive full details on admission. Those who are interested look forward to meeting the research assistant to review the protocol. They then have time to read the consent form in privacy, ask questions, and make a final decision. Their positive attitude is comparable to the Hawthorne effect, in which workers' attitudes and performance improved when their help and advice were sought by the company, s Our concern that patients might resent being approached over the telephone by a "stranger" were unfounded. An informal survey of 84 American and Canadian centres revealed that only 16 use the preadmission telephone call.* We have now used this process in several hundred patients and can commend it to other investigators and REBs. 
Correspondence

Consent in anesthesia research: the preadmission phone call
To the Editor: Authors of clinical research papers must state that patients gave informed consent, but not when, where, how or by whom consent was obtained. In the 1980s, the University of Calgary Research Ethics Board (REB) refused to approve anesthesia studies unless patients were approached before hospital admission. This was upheld by the National Council of Bioethics in Human Research, 1 but anesthesiologists in Calgary believed this would breach confidentiality because investigators and research assistants are "strangers "2 to patients before admission.
Since 1993, the Calgary REB has considered staff anesthesiologists, residents, and research assistants as a single unit, whereas in Seattle the research assistant takes the role of OR booking clerk. This permits a preadmission telephone call outlining the protocol to patients, who can decline at once or receive full details on admission. Those who are interested look forward to meeting the research assistant to review the protocol. They then have time to read the consent form in privacy, ask questions, and make a final decision. Their positive attitude is comparable to the Hawthorne effect, in which workers' attitudes and performance improved when their help and advice were sought by the company, s Our concern that patients might resent being approached over the telephone by a "stranger" were unfounded. An informal survey of 84 American and Canadian centres revealed that only 16 use the preadmission telephone call.* We have now used this process in several hundred patients and can commend it to other investigators and REBs. 
Use of the laryngeal mask after tracheal extubation
To the Editor: Dob and colleagues recently studied respiratory complications associated with the use of the laryngeal mask or Guedel airway after tracheal extubation and found that complications were much fewer for the laryngeal mask than for the Guedel airway) However, this point had already been shown 2 well before the acceptance date of Dob and colleagues' article. They omitted to cite this previous randomized study, which compared the incidence of respiratory complications under the following three circumstances: tracheal extubation while the patient was still deeply anesthetized followed by the use of either the laryngeal mask or Guedel airway during emergence from anesthesia, and tracheal extubation after the patient had regained consciousness, 2 Several authors, including Dob's colleagues, have suggested extubating the trachea while the patient is still anesthetized and then inserting the laryngeal mask. 3-s However, there is a risk of losing a patent airway if insertion of the laryngeal mask is impossible after tracheal extubation. I reported a simple method which can avoid this risk -insertion of the laryngeal mask before tracheal extubation (with an explanatory photograph). 2,6 Dob and colleagues omitted to mention my idea despite their use of the latter method (and a very similar photograph to mine) in their study. 
Misleading end-tidal CO 2 tensions
To the Editor: I have recently read the article by Drs. Wahba and Tessler ~ and there is an important error in Figure 1 . The triangle representing the gradient of ventilation is inverted: they indicate that ventilation is higher at the apex and lower at the base but the reverse is the correct situation.
Both ventilation and perfusion .are. higher at the base and lower at the apex but the V/Q ratio is higher at the apex because the perfusion gradient is steeper than the ventilation gradient. 
Every endotracheal tube needs a Murphy eye!
To the Editor: The Murphy eye is a hole at the tip of the endotracheal tube to prevent tube obstruction if the beveled end of the tube is obstructed by mucus or sealed by contact with the tracheal wall) All endotracheal tubes have the Murphy eye except for some spiral tubes. We encountered complete tube obstruction when we used a J-shaped endotracheal spiral tube (JSETST) without a Murphy eye.
A 60-yr-old man underwent radical neck resection. We inserted a JSETST (~-con, Fuji systems, Tokyo, Japan) into the trachea via the tracheostomy. Two hours later, we suddenly could not ventilate the lungs because the beveled end of the tube was obstructed by the dorsal tracheal wall as the surgeon accidentally pulled the tube by the elbow (Figure 1) .
Because the JSETST has a coil in its soft silicone wall, part of the tube stands in the tracheal cavity. The JSETST's beveled end is cut at a right or narrow
